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Wisconsin Medicaid and BadgerCare Information for Providers

;‘;ﬂsts New American Dental Association (ADA) Claim
HMOs and Other Form Ava”able

Managed Care

Programs Wisconsin Medicaid will begin accepting todosoinWisconsin Medicaid dental

the new American Dental Association
(ADA) claim form, the ADA 2006, as of
January 1, 2007. This Wisconsin
Medicaid and BadgerCare Update
provides a sample completed ADA 2006
claim form, along with Wisconsin

publications.

Mail completed paper claimstothefollowing
address:

Medicaid-specific completion instructions. WisconsnMedicad
Until further notice, providers may ClamsandAdjustments
continue to submit claims on the ADA 6406 BridgeRd

2002 and 2000 claim forms in addition to
the ADA 2006.

ADA 2006 Claim Form Accepted by
Wisconsin Medicaid

Effective January 1, 2007, Wisconsin Medicaid
will accept the American Dental Association
(ADA) 2006 claim form. Refer to Attachments
1 and 2 of this Wisconsin Medicaid and
Badger Care Update for the ADA 2006 claim
form completion instructionsand sampleclaim.

Wisconsin Medicaid' sclaimingtructionsvary
from the ADA instructions. The variations are
necessary for Wisconsin Medicaid to process
claims. Providers are required to complete the
elementsintheWisconsn Medicaidingtructions
found in Attachment 1. No other claim form
elements are required.

Inaddition, providersare not required toinclude
attachmentsto the claim form unlessinstructed

Madison WI 53784-0002

ADA 2000 and 2002 Still Accepted

Wisconsin Medicaid will continueto accept
dental claims submitted on theADA 2002 and
2000 claimforms. Submit completed claims
according to theinstructions specific to the
claim form. Refer to the March 2004 Update
(2004-19), titled “Wisconsin Medicaid accepting
ADA 2002 and 2000 claim forms,” for
Wisconsin Medicaid-specificclamform
instructions and sample claimsfor theADA
2002 and 2000.

Order ADA Claim Forms

Wisconsin Medicaid does not providethe ADA
claim forms. To order the ADA claim forms, do
oneof thefollowing:

o Call theADA at (800) 947-4746.

*  Order online at www.adacatal og.org/.

Department of Health and Family Services



I nfor mation Regar ding M edicaid
HMOs

This Update contains Medicaid fee-for-service
information and appliesto providersof services
to recipients who have fee-for-service
Medicaid or torecipientsenrolledin Medicaid
HMOsthat do not provide dental coverage. For
Medicaid HMO or managed care policy,
contact the appropriate managed care
organization. Wisconsin Medicaid HMOsare
required to provide at least the same benefits as
those provided under fee-for-service
arrangements.

The Wisconsin Medicaid and BadgerCare
Update is the first source of program policy and
billing information for providers.

Although the Update refers to Medicaid
recipients, al information applies to BadgerCare
recipients also.

Wisconsin Medicaid and BadgerCare are
administered by the Division of Health Care
Financing, Wisconsin Department of Hedlth and
Family Services, PO. Box 309, Madison, WI
53701-0309.

For questions, call Provider Servicesat
(800) 947-9627 or (608) 221-9883 or visit our Web
site at dhfs.wisconsin.gov/medicaid/.

PHC 1250
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ATTACHMENT 1
ADA 2006 Claim Form Completion Instructions
for Dental Services

Usethefollowing claim form compl etion instructions, not the element descriptions printed on the claim form, to avoid denied
claims or inaccurate claim payment. Complete al required e ements as appropriate. Do not include attachments unless
instructed to do so in Wisconsin Medicaid dental publications.

Wisconsin Medicaid recipientsreceive aM edicaid identification card upon being determined eigiblefor Wisconsin Medicaid.
Alwaysverify arecipient’sdligibility before providing nonemergency servicesby using theMedicaid Eligibility Verification
System (EV'S) to determine if there are any limitations on covered services and obtain the correct spelling of therecipient’s

name. Refer to the Provider Resources section of the All-Provider Handbook or the Medicaid Web site at
dhfs.wisconsin.gov/imedicaid/ for more information about the EVS.

HEADER INFORMATION

Element 1 — Type of Transaction (not required)

Element 2 — Predetermination/Preauthorization Number (required, if applicable)

Enter the seven-digit prior authorization (PA) number from the approved Prior Authorization Denta Request Form
(PA/DRF), HCF 11035, if applicable. Do not attach a copy of the PA/DRF to the claim. Services authorized under multiple

PA requests must be submitted on separate claim formswith their respective PA numbers. Wisconsin Medicaid will only
accept one PA number per claim.

INSURANCE COMPANY/DENTAL BENEFIT PLAN INFORMATION

Element 3 — Company/Plan Name, Address, City, State, Zip Code (nhot required)
Note: If computer software automatically completes this Element, the information can be submitted. However, this
informationisnot required by Wisconsin Medicaid for clamsprocessing.

OTHER COVERAGE

Element 4 — Other Dental or Medical Coverage? (not required)

Element 5 — Name of Policyholder/Subscriber in #4 (Last, First, Middle Initial, Suffix) (not
required)

Element 6 — Date of Birth (MM/DD/CCYY) (not required)

Element 7 — Gender (not required)

Element 8 — Policyholder/Subscriber ID (SSN or ID#) (not required)
Element 9 — Plan/Group Number (not required)

Element 10 — Patient’s Relationship to Person Named in #5 (not required)
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Element 11 — Other Insurance Company/Dental Benefit Plan Name, Address, City, State, Zip
Code

Except for afew instances, Wisconsin Medicaid isthe payer of last resort for any Medicaid-covered service. This means
the provider isrequired to make areasonable effort to exhaust all existing commercia health insurance sources before billing
Wisconsin Medicaid unlessthe serviceisnot covered by commercia health insurance. Wisconsin Medicaid uses Element 11
to identify Medicare and commercia health insuranceinformation, whether the recipient has commercid health insurance
coverage, Medicare coverage, or both. Refer to the July 2003 Wisconsin Medicaid and Badger Care Update (2003-50),
titled “ Changesto locd codes, paper claims, and prior authorization for dentd servicesasaresult of HIPAA,”

(Attachments 6-13) for thefollowing information:

Wisconsin Medicaid commercial health or dental insurance explanation codesfor usein Element 11 (Attachment 6).
Medicare disclaimer codes (Attachment 7).

A key toWisconsin Medicaid’ s seven commercial hedlthinsuranceindicatorsfor usewhen arecipient'seligibility is
confirmed in the EV S (Attachment 8).

When the EV S indicates the code “DEN” for “ Other Coverage,” alist of procedure codes for claimsfor which
commercia dental insurance must bebilled prior to billing Wisconsn Medicaid (Attachment 9).

When the EV S indicates the code “HMQO” for “ Other Coverage,” alist of procedure codes for claimsfor which
commercial dental insurance must bebilled prior to billing Wisconsin Medicaid (Attachment 10).

When the EVSindicatesthe code“VIS’ for “Vision Only,” providersare not required to bill private insurance.
When the EVS indicates the codes “BLU,” “WPS,” “CHA,” “HPP” or “OTH" for “Other Coverage,” alist of
procedure codesfor claimsfor which commercial dental insurancemust bebilled prior to billing Wisconsin Medicaid
(Attachment 12).

When the EV Sindicates the code “ SUP” for “Medicare Supplement,” providers must bill commercia insurance for
Medicare-allowed services only (Attachment 11).

Appropriate provider responsesto special circumstances when billing commercia health or dental insurance prior to
billingWisconsin Medicaid (Attachment 13).

Recipients with commercial health or dental insurance coverage

Commercia health or dental insurance coverage must be billed prior to submitting claimsto Wisconsn Medicaid, unless
the service does not require commercial health insurance billing as determined by Wisconsin Medicaid. Commercial hedlth
insurance coverage isindicated by the EV S under “Other Commercia Health Insurance.”

When commercial dental or health insurance paid for some services

When commercid denta or health insurance paid only for some services and denied payment for the others, Wisconsin

M edicaid recommends providers submit two separate Medicaid claim forms. To maximize Medicaid reimbursement, one
claim should be submitted for the partially paid services and another for the services denied by commercia denta or health
insurance.

Recipients with Medicare coverage
Submit claimsto Medi care before submitting claimsto Wisconsin Medicaid.

Do not enter aMedicare disclaimer code in Element 11 when one or more of the following statementsistrue:

» Medicare never coversthe procedure in any circumstance.

» Wisconsin Medicaid indicates the recipient does not have any Medicare coverage including Medicare Cost
(“MCC") or Medicare + Choice (“MPC”) for the service provided. For example, the service is covered by
Medicare Part A, but the recipient does not have Medicare Part A.
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» Wisconsin Medicaid indicatesthat the provider isnot Medicare enrolled.
» Medicare has alowed the charges. In this case, attach the Explanation of Medicare Benefits, but do not indicate
on the claim form the amount Medicare paid.

If none of the previous statements are true, a Medicare disclaimer code is necessary. Refer to Attachment 7 of Update
2003-50for alist of Medicare disclaimer codes.

Recipients with both Medicare and commercial dental or health insurance
Use both a Medicare disclaimer code (e.g., “M-5") and an other insurance explanation code (e.g., “OI-P’) when
gpplicable.

Note: The other carrier’s address, city, state, and ZIP code are not required.

POLICYHOLDER/SUBSCRIBER INFORMATION (For Insurance Company Named in #3)

Element 12 — Policyholder/Subscriber Name (Last, First, Middle Initial, Suffix), Address,

City, State, Zip Code

Enter the recipient’slast name, first name, and middleinitial. Use the EV Sto obtain the correct spelling of therecipient’s
name. If the name or spelling of the name on the Medicaid identification card and the EV S do not match, use the spelling
from the EV'S. The recipient’s address, city, state, and ZIP code are not required.

Element 13 — Date of Birth (MM/DD/CCYY)
Enter the recipient’s birth date in MM/DD/CCY'Y format.

Element 14 — Gender (not required)

Element 15 — Policyholder/Subscriber ID (SSN or I1D#)
Enter the recipient’s 10-digit Medicaid identification number. Do not enter any other numbersor letters.

Element 16 — Plan/Group Number (not required)

Element 17 — Employer Name (not required)

PATIENT INFORMATION
Element 18 — Relationship to Policyholder/Subscriber in #12 Above (not required)
Element 19 — Student Status (not required)

Element 20 — Name (Last, First, Middle Initial, Suffix), Address, City, State, Zip Code (not
required)

Element 21 — Date of Birth (MM/DD/CCYY) (not required)
Element 22 — Gender (not required)

Element 23 — Patient ID/Account # (Assigned by Dentist) (not required)
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RECORD OF SERVICES PROVIDED

Element 24 — Procedure Date (MM/DD/CCYY)
Enter the date of servicein MM/DD/CCY'Y format for each detail.

Element 25 — Area of Oral Cavity
If the procedure applies to gingivectomy, perio scaling, repair of dentures or partials, or alveol oplasty, the area of the
oral cavity is entered here.

Element 26 — Tooth System (not required)

Element 27 — Tooth Number(s) or Letter(s)
If the procedure applies to only onetooth, the tooth number or tooth letter is entered here.

Element 28 — Tooth Surface
Enter the tooth surface(s) restored for each restoration.

Element 29 — Procedure Code
Enter the appropriate procedure code for each dental service provided.

Element 30 — Description
Write a brief description of each procedure.

Element 31 — Fee
Enter the usual and customary charge for each detail line of service.

Element 32 — Other Fee(s) (required for other insurance information, if applicable)

Enter the actual amount paid by commercia health or dental insurance. (If the dollar amount indicated in Element 32is
greater than zero, “ Ol-P’" must beindicated in Element 11.) Do not include the Wisconsin Medicaid copayment amount. If
the commercial health or dental insurance plan paid on only some services, those partially paid services should be
submitted on a separate claim from the unpaid services to maximize reimbursement. This alows Wisconsin Medicaid to
appropriately credit the payments. If the commercial hedlth or denta insurance denied the claim, enter “000.” Do not enter
Medicare-paid amountsinthisfield.

Element 33 — Total Fee
Enter thetotal of al detail charges. Do not subtract other insurance payments.

MISSING TEETH INFORMATION

Element 34 — Permanent and Primary (Place an ‘X’ on each missing tooth) (not required)
Element 35 — Remarks (required, if applicable)

List any unusual services, including reasons why limitations were exceeded. Providers should enter theword “ Emergency”
in this element for an emergency service.

AUTHORIZATIONS

Element 36 — Patient/Guardian Signature and Date (not required)

Element 37 — Subscriber Signature and Date (not required)
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ANCILLARY CLAIM/TREATMENT INFORMATION

Element 38 — Place of Treatment (Check applicable box)
Check the appropriate box.

Element 39 — Number of Enclosures (00 to 99) (not required)

Element 40 — Is Treatment for Orthodontics? (not required)

Element 41 — Date Appliance Placed (MM/DD/CCYY) (not required)

Element 42 — Months of Treatment Remaining (not required)

Element 43 — Replacement of Prosthesis? (not required)

Element 44 — Date Prior Placement (MM/DD/CCYY) (not required)

Element 45 — Treatment Resulting from (Check applicable box) (required, if applicable)
Check the appropriate box if the dental services were the result of an occupationa illness/injury, auto accident, or other

accident.

Element 46 — Date of Accident (MM/DD/CCYY) (required, if applicable)
If abox was checked in Element 45, enter the date the accident happened.

Element 47 — Auto Accident State (required, if applicable)
Enter the state where the auto accident occurred.

BILLING DENTIST OR DENTAL ENTITY

Element 48 — Name, Address, City, State, Zip Code

Enter the name of the provider submitting the claim and the complete mailing address. The minimum requirement isthe
provider's name, city, state, and ZIP code. Enter the billing provider’s complete city, state, and ZI P code as they appear on
the Medicaid certification I etter. If thebilling provider isagroup or clinic, enter the group or clinic nameinthiselement. The
namein Element 48 must correspond with the provider identification number in Element 52A.

If providers move or are at adifferent address, they should complete the Wisconsin Medicaid Provider Change of Address
or Satus form, HCF 1181, to notify Wisconsin Medicaid that an address change has occurred. The form islocated on the
Forms page of the Provider section of the Wisconsin Medicaid Web site at dhfs.wisconsin.gov/medicaid/. Providers
without Internet access may request a copy by calling Provider Services at (800) 947-9627 or (608) 221-9883.

Element 49 — NPI (not required)

Element 50 — License Number (not required)

Element 51 — SSN or TIN (not required)

Element 52 — Phone Number (not required)

Element 52A — Additional Provider 1D

Enter thebilling provider’seight-digit Medicaid provider number. The provider number in thiselement must correspond with
the provider nameindicated in Element 48.
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TREATING DENTIST AND TREATMENT LOCATION INFORMATION

Element 53 — Dentist’s Signature Block
The provider or the authorized representative must sign in Element 53. The month, day, and year theform issigned must
aso be entered in MM/DD/CCY'Y format.

Note: The signature may be a computer-printed or typed name and date or a signature stamp with a date. However, claims
with “signature on file’ stamps are denied.

Element 54 — NPI (not required)

Element 55 — License Number (not required)

Element 56 — Address, City, State, Zip Code (not required)
Element 56A — Provider Specialty Code (not required)
Element 57 — Phone Number (not required)

Element 58 — Additional Provider ID

If Elements48 and 52A indicateaclinic or group biller, indicate the M edicai d-certified treating provider’ seight-digit
Medicaid provider number inthiselement.
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ATTACHMENT 2
ADA 2006 Sample Claim Form for Dental Services

(A copy of the ADA 2006 sample claim form is located on the following page.)
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fold

fold

ADA Dental Claim Form

HEADER INFORMATION

1. Type of Transacton (Mark all applicable boxes)
l:‘ Staternent of Actual Services l:‘ Request for Predetermination /Preauthorization

[ ] EPs0T Mitle X1%

2. Predetermination / Freauthoriz ation Murmber

1234567

POLICYHOLDER/SUBSCRIBER INFORMATION (For Insurance Com pany Mamed in #3)

INSURANCE COMPANY/DENTAL BEENEFIT PLAN INFORMATION

3. Company/Flan Mame, Address, City, State, Zip Code

12, Policyholder/Subscriter Mame (Last, First, Mddle Initial, Suffix), Address, City, State, Zip Code

Recipient, Im A.

13. Date of Birth (MWMDDICTY )

MM/DD/CCYY

14. Gender

[w [

15. Policyholder /Subscriber D (55N or 1D#

1234567890

OTHER COVERAGE

4. Other Dental or Mecical Coverage? [ ]es (complets 5113

[ Jme (skips-11)

16. Flan/Group Mum ber 17. Bnployer Mame

5. Mame of Policyholder Subscriber in #4 (Last, First, Mddle Initial, Suffixzg)

PATIENT INFORMATION

7. Gender

v []F

6. Date of Birth (MM/DDAZCY ) 8. Policyholder/Subscriber 1D (35N or 1D#)

18. Relationship 1o FolicyholderSubscriber in #12 Alove

[ ]seit [ ]spouse  [] Depencent child || Other

19, Student Status

[Jrrs. [ Jrrs

10. Patient' s Relafonshipto Person Mamed in #5

[ Jsat [ |spouse [ |oependent [ ] oher

9. Plan/Group Mum ber

11. Cther Insurance Company/Dental Benefit Flan Mame, Address, City, State, Zip Code

Ol-P  M-5

20. Mame {Last, First, Midde Inifial, Suffi:), Address, City, State, Jp Code

22, Gender

Cm [

21, Date of Birth {MMDDAZCY Y 23. Patient 1D/ Account # (Assigned by Dentist)

RECORD OF SERVICES PROVIDED

24;.MF'“:1?Ec)eDdg§YD\gie 2%5;%%? gi%g 27. Tooh. tTgrrpsger(S) 2& r‘lf'zgteh 29, Fégge;dure 20. o il on o1 Fes
1| MM/DD/CCYY |01 D5510 |Repair broken complete denture base XXX | XX
2| MM/DD/CCYY 28 MOD |D2160 | Amalgam XX | XX
3 i
4 i
5 :
& i
7 i
g8 i
9 i
100 !
MISSING TEETH INFORMATION Permanent Prirnary a2, Cther i
34, (Plape an " on eath missihg o) 1 2 = /4 5 & 7 & |9.10 11 12 13 14 15 16| A B C D E|F & H I U Fee(s) XX : XX
G2 31 300 29 28 27 26 25 |24 23 22 21 20 19 18 47| T R @ P|lo N M L K |3k Fe XXX | XX

25, Remarks

AUTHORIZATIONS

ANCILLARY CLAIM/TREATMENT INFORMATION

26. | have been informed of the treatment gan_and associated fees. ['agree o be responsitle for all
charges for dental servces and materials not paid by my dental benefit plan, unless prohibited by lam, or
the treating dentist or dental pracice has acontractual agreement with my plan prohibitng all or a portion of
such charges. To the extent permitied by law, [ consent to your use and disdosure ofmy protected health
information to carryout payment acivies in connection with this dam.

X
Patient /Guardian signature Date

39, Mumber of Endosures {00 to 99
FRadiograph @) Cral Imags (z) hiodsl (=)

38. Flace of Treatment

D Frovider's Office |:| Hospital l:l ECF l:l Ciher

40. Is Treatnent for Crthodontics?
[ o @kipat-42y [ ]ves (Compete 41-42)

4. Date Appiance Flaced (MW/DDACCY )

37, I herebyauthorize and direct paynent of the dental benefits other wis= payabie torme, directy 1o the below named
dentist o dental entity

Subscriter signature Date

42 Months of Treatment |43, Replacement of Prosthesis? | 44, Date Frior Flacement (MAWDDACCYY)
il

Rermaining
[ ] ma[]ves (compiete 44)

45 Treatment Resulting from

|:| Cooupational illness finjury |:| Auto accident l:‘ Ciher accident

46. Date of Acdident (MMDDICTY™Y) | 47, Auto Accdent State

BILLING DENTIST OR DENTAL ENTITY (Leawe bank if dentist or dental entity is not submitting
claim on behalf of the patient or insured/su bscriber)

TREATING DENTIST AND TREATMENT LOCATION INFORMATION

48. Mame, Address, City, State, dp Code

A3. lhereby cerfify that the procedures as indicated by date are in progress (for procedures that require multiple
wisits) or hawve been completed.

Dental Group 1.M. Provider MM/DD/CCYY
1 W. Williams St Signed (Treating Dentist) Date
Anytown, WI 55555 4. NFI 55. License Nurnber
56. Address, City, State, Zip Code 55?:3‘: iFe"rtoyugjecrje
48, MPI 50. License Mumber 51. 55N ar TIM
% Noer () - oA B 12345678 o Nimber () - 56 pdtrds 87654321

© 2006 American Dental Association
1400 (Same as ADA Dental Claim Form — 401, 0402, 1403, J404)

To Reorder call 1-800-947-4746
or go online at wiwm, adacatalog.org

Mo
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